The renal services for Northern Ireland came to be centred in the Belfast City Hospital for a number of reasons. Let me tell you how this came about. The artificial kidney was first used successfully by Dr Wilhem Kolff in the Netherlands, during the Second World War. At the end of the War he published his results,' and gave three of his machines to centres abroad. One was given to Hammersmith Hospital in London, leading to great interest in kidney diseases there. Dr Graham Bull (later Sir Graham) one of the group of young men working there, with his colleagues developed a very useful method of treatment of kidney failure, based on control of fluid intake, a special diet providing calories for nutrition with minimum production of waste products, and isolation of the patient to prevent infection. This "conservative treatment", that is without the use of the artificial kidney, is adequate for patients with less serious temporary renal failure. In 1952 Graham Bull came to Belfast as our first full-time Professor of Medicine. He introduced here the use of the by then famous Bull-Borst diet for treatment of patients with kidney failure. In 1958 a boy about 11 years old was badly injured in a road traffic accident, developed kidney failure, and was treated by the Bull-Borst method in the Royal Belfast Hospital for Sick Children. He was transferred to Hammersmith Hospital when "conservative treatment" seemed to be insufficient. Ironically his own kidneys began to recover as soon as he arrived there and he did not need artificial kidney treatment after all. This case attracted much public attention and the question was raised in Stormont as to whether Northern Ireland needed to have its own artificial kidney. The late Mr John Megaw, a pioneer urological surgeon, saw this as an opportunity to enhance the standing of the Belfast City Hospital. He The dirty "kidneys" with their membranes were carried through Ward 9 to be scrubbed in the female patients' bath. We did not know of the risk of hepatitis B! Jack Lyness played an important part in the expanding service. Each patient needed 400 litres of dialysis fluid per treatment, but at first we had only the 100 litre tank belonging to the twin coil kidney. Jack spent two nights each week on a couch in the surgeons' changing room, being awakened by the nurse each time a new batch of fluid had to be prepared and tested. Next day he worked the usual hours. After about six months we obtained a huge plastic fish tank in which Jack prepared big batches of dialysis fluid. He used an oar for stirring the fluid and had to get into the tank to scrub it. There were numerous other problems. Patients developed episodes of fever, on one occasion eventually traced to the water storage tank which had become contaminated with pigeon droppings. The dialysis tank overflowed from time to time, fluid pouring down into the accident and emergency department below. I was continuously on-call. We A male patient developed hepatitis B jaundice six weeks after his admission to the Renal Unit. He had not received transfusion following admission, but we later discovered that he had received a transfusion (untested for hepatitis B antigen) in the hospital from whence he was transferred, although this fact did not come to light until after he had developed jaundice. Dialysis in isolation was attempted in a cubicle off the main ward, but this was deemed insufficient by Dr Sheila Polakoff, who had collected data from all UK units where infection had developed. She advised that treatment of the infected patient should be carried out in entirely separate facilities from the main haemodialysis ward. This was provided with two beds in a mobile home adjacent to the unit, nurses volunteering to look after these patients. Additional precautions to avoid any possibility of contamination with blood were introduced, which were both time consuming and expensive. In spite of all the care, five other patients developed hepatitis B jaundice and the unit had to be closed to admission of new patients for six months, the incubation period after the diagnosis of the last case for hepatitis B. Only one of the six jaundiced patients survived to have a successful transplant. Worse, patients who would otherwise have been accepted for haemodialysis therapy died during the waiting period. Sister Maguire pricked herself with a needle which had been used on the first infected patient, causing all of us great anxiety, as medical and nursing staff had died in other renal units. Mercifully she developed only a minor illness, but hepatitis B antibody was detected in her blood, showing that she had been infected.
As early as 1963 I had experimented with the use of peritoneal dialysis for the treatment of acute renal failure but in general at that time it was inferior to haemodialysis. However it was in occasional use and necessity led to its introduction for regular treatment, 24 hours twice each week, for two or three patients with chronic renal failure, from 1967. This became possible because the Royal Victoria Hospital agreed to the use of a side-ward of Wards 3 and 4. This was suitably converted and two of their nurses were trained to carry out the treatment. This service enabled a small number of patients to be kept alive until a cadaver graft was found. One of these patients remains alive with a functioning graft more than 26 years later. Peritoneal dialysis for long-term replacement of kidney function became of major importance after Nolph developed continuous ambulatory peritoneal dialysis (CAPD) in 1978. When the technique was improved and simplified by Oreopoulos (who had received his training in nephrology in Belfast) it became increasingly widely used. CAPD has proved particularly suitable for the treatment of children and adolescents where the relative freedom of self treatment away from the hospital is a great advantage. It also facilitated treatment of the increasing numbers of older age patients and now makes a major contribution to renal replacement therapy. Once the hepatitis mini-epidemic was declared over, the numbers of patients rapidly increased to comprise two cohorts of 10, each patient receiving two 14-hour treatments each week. Once these cohorts were full we were limited to treating those 20 patients, and new patients could be accepted only when a space occurred due to removal of an existing patient by renal transplant or death. Yet Renal 2 was closed on Wednesdays and at weekends. Lack of finance, leading to shortage of trained nursing staff, and shortfall of all facilities persisted in spite of innumerable requests for help. Over the years there were painfully slow increases in the provision of haemodialysis facilities, while the outpatients became thronged with increasingly sick patients hoping desperately that their turn would come in time. The load on the medical staff increased to breaking point time and again; only then was more money allocated for the unit and more staff provided. Figure 1 
